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The  authors  would  like  to  thank  the 
staff  of  Cottage  5  at  Boulder  River 
School  and  Hospital  for  their  cooper- 
ation and  skill  in  implementing  the 
procedure  reported  here.   Without  their 
efforts,  the  program  never  would  have 
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Jane  (the  name  is  fictitious)  is  a  20- 
year-old,  severely  retarded  female 
living  in  a  building  which  houses 
between  26  and  33  other  female  residents 
of  a  similar  functioning  level.   Jane  is 
partially  verbal;  she  often  uses  one- 
word  phrases  to  communicate  her  needs. 
Jane  has  a  long  history  of  engaging  in 
temper  tantrums  within  the  cottage. 

Data  on  the  frequency  of  Jane's  tan- 
trums have  been  recorded  since  February 
of  1977  to  the  present.   During  this 
period,  there  have  been  several  attempts 
at  decreasing  the  number  of  Jane's  tan- 
trums, including  increases  in  the  number 
of  positive  interactions  between  Jane 
and  staff,  extinction,  a  token  economy, 
and  required  relaxation  for  periods 
varying  between  15  and  60  minutes.   None 
of  these  procedures  were  successful  in 
significantly  decreasing  the  frequency 
of  Jane's  tantrums. 

Jane  has  also  been  on  several  levels  of 
behavior-control  medication  during  her 
residence  at  Boulder  River  School  and 
Hospital.   She  is  presently  receiving  25 
milligrams  of  Serentil  twice  a  day;  this 
dosage  level  has  been  in  effect  since 
May  of  1978. 


Method 

The  target  behavior,  tantrumming,  is 
defined  as  crying  or  wailing,  self- 
injurious  behavior,  aggression  to  others, 
throwing  objects,  hitting  or  kicking 
objects  on  the  floor,  slamming  her  back 
into  a  chair,  digging  at  any  part  of  her 
own  or  another's  body,  and/or  hitting 
her  hand  with  the  fingers  of  her  other 
hand.   Jane's  tantrums  usually  have 
involved  several  of  the  listed  behaviors 
being  emitted  simultaneously.   Although 
reliability  data  were  not  recorded 
because  of  staff  shortages,  we  are 
confident  that  Jane's  tantrums  were 
recorded  with  near  perfect  accuracy  due 
to  the  severity  of  each  episode. 

Baseline 

In  order  to  protect  the  other  clients 
with  whom  Jane  lives,  she  was  immediate- 
ly placed  on  her  bed  and  required  to 
remain  there  for  30  consecutive  minutes 
past  the  termination  of  each  tantrumming 
episode  during  baseline  and  treatment 
phases.   The  four  weeks  prior  to  inter- 
vention are  presented  as  baseline  data. 
Data  for  all  phases  of  this  study  were 
collected  by  the  direct-care  staff. 
They  accomplished  this  by  recording  the 
time  that  each  tantrum  began  and  marking 
their  initials  on  columns  representing 
the  days  of  the  week. 

During  the  four  weeks  of  baseline,  Jane 
was  allowed  to  drink  coffee  at  each  meal 
regardless  of  her  behavior.   At  bedtime, 
she  was  given  the  choice  of  coffee  or  a 
12-ounce  can  of  soda  pop.   Jane  readily 
drank  each  cup  of  coffee  or  can  of  soda 
pop  offered  to  her;  she  was  well-known 
to  staff  as  an  avid  coffee  and  pop 
drinker.   Frequently,  staff  conveyed 
their  dislike  of  giving  Jane  coffee  at  a 
meal  which  followed  a  tantrum  episode. 
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Procedure 


Staff  were  instructed  to  react  to 
Jane's  tantrums  in  the  following  manner: 
Incidents  of  the  target  behavior 
should  be  consequated  by  the  ob- 
serving trainer  showing  Jane  a  cup  of 
coffee  and  pouring  it  out  in  front  of 
her. 

She  should  then  be  escorted  to  her 
room  for  30  consecutive  minutes  of 
required  relaxation.   The  trainer 
should,  in  a  neutral  voice,  tell 
Jane,  "Jane,  you  are  upset  and  need 
to  relax.   I  will  tell  you  when  you 
may  leave."  The  trainer  should  then 
position  herself  close  to  Jane, 
paying  as  little  attention  to  her  as 
possible.   Whenever  Jane  gets  off  the 
bed,  the  instruction  is  to  be  repeat- 
ed and  the  trainer  is  to  use  physical 
guidance,  if  necessary,  to  return 
Jane  to  her  bed. 


Jane  is  required  to  remain  on  her 
bed  and  not  engage  in  any  form  of  the 
target  behavior  for  a  continuous  30 
minutes.   She  will  not  receive  coffee 
at  the  meal  following  an  incident  or 
at  bedtime  If  all  meals  have  been 
consumed  for  the  day. 

During  Phase  1  of  the  intervention,  the 
only  way  in  which  Jane  could  lose  her 
coffee  at  breakfast  was  to  tantrum  be- 
tween the  time  she  arose  in  the  morning 
and  the  time  she  ate  her  morning  meal. 
During  Phase  2,  if  Jane  tantrumed  any 
time  after  going  to  bed  at  night,  she 
would  not  get  her  coffee  at  breakfast 
the  next  morning.   Thus,  the  criterion 
for  receiving  coffee  at  breakfast  chang- 
ed between  Phase  1  and  Phase  2  of  this 
study. 
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FIG.  1       The  frequency  of  tantrums  as  o  function  of  non-contingent 
coffee,  contingent  coffee  three  times  a  day.   and  contingent  cof- 
fee  four  times  a  day. 


The  Boulder  Behaviorist 


page  2 


Results 

As  shown  in  Figure  1,  Jane  tantrummed 
between  9  and  20  times  a  week  during 
baseline.   The  mean  frequency  of  tan- 
trums was  16  times  per  week  for  the  four 
weeks  of  baseline. 

During  Phase  1,  Jane  tantrummed  between 
1  and  17  times  a  week.   The  last  four 
weeks  of  Phase  1  show  a  mean  of  5.75 
tantrums  per  week;  the  range  during 
these  weeks  was  1  per  week  to  9  per 
week. 

Phase  2  show  a  further  decrease  in 
Jane's  frequency  of  tantrumming,   The 
number  of  tantrums  for  the  six  weeks  of 
Phase  2  ranges  from  1  to  4  episodes  a 
week.   This  range  holds  true  for  the 
last  four  weeks  of  Phase  2  as  well.   The 
mean  frequency  of  tantrums  for  the  last 
four  weeks  of  Phase  2  is  1.75  tantrums 
per  week. 

Discussion 

Jane's  tantrums  have  been  a  severe  pro- 
blem since  February  of  1977,  when  records 
of  their  occurrence  were  first  kept.   A 
number  of  unsuccessful  attempts  were 
made  to  decrease  the  frequency  of  her 
tantrums.   There  was  a  significant 
decrease  in  the  frequency  of  tantrum 
episodes  from  baseline  to  Phase  1.   As 
the  criterion  for  receiving  coffee 
changed  between  Phase  1  and  Phase  2, 
there  was  a  further  reduction  in  the 
number  of  observed  tantrums. 

Figure  1  clearly  demonstrates  two  fre- 
quency reductions  which  reliably  occurred 
concomitant  with  the  changes  in  criter- 
ion.  It  would  be  highly  coincidental 
that  these  changes  would  occur  by  chance. 
Thus,  we  conclude  that  the  changes  in 
Jane's  behavior  are  a  result  of  the 
contingent  coffee  procedure  and  are  not 
due  to  uncontrolled  extraneous  variables. 

One  interesting  outcome  of  this  study 
that  has  been  noticed  by  staff  in  Jane's 
cottage  is  changes  in  Jane's  verbal 
behavior;  Jane  will  frequently  approach 
a  staff  person  and  inquire  if  she  will 
get  coffee  at  the  next  meal  if  she 
behaves  well.   For  example,  she  may  come 
up  to  an  aide  and  say,  "Good  girl  — 
coffee  at  dinner?"  In  addition,  if  Jane 


becomes  agitated  and  appears  to  be  on 
the  verge  of  a  tantrum,  staff  may  tell 
her  that  if  she  is  a  "good  girl",  she 
will  get  coffee  at  the  next  scheduled 
time.   It  is  difficult  to  ascertain  any 
mediatory  effect  of  these  verbal  ex- 
changes, but  they  do  seem  to  help. 

RELOCATION  ACROSS  INSTITUTIONS:  OB- 
SERVED EFFECTS  ON  RESIDENT  BEHAVIOR 

BY  GARY  L.  ADAMS  &  LARRY  NOONAN 

The  following  study,  co-authored  by  two 
former  employees  of  Boulder  River  School 
and  Hospital,  assesses  behavior  changes 
that  occurred  among  nine  people  who  were 
transferred  into  BRS&H  from  another 
state  institution.   The  study  of  the 
effects  of  relocation  is  particularly 
timely  to  BRS&H;  29  residents  were 
recently  placed  from  BRS&H  into  a  small- 
er state  facility.   Data  on  adaptive  and 
maladaptive  behaviors  of  the  residents 
were  taken  prior  to  and  for  one  week 
after  the  transfer  of  this  group,  and 
follow-up  checks  will  be  conducted  three 
months  and  six  months  after  the  date  of 
transfer.   These  data  will  be  summarized 
in  a  future  issue.   A  complete  copy  of 
the  present  paper,  including  references, 
may  be  obtained  by  writing  to  the  senior 
author  at  the  Department  of  Special 
Education,  University  of  Nebraska, 
Lincoln,  NE  68583.   —  Ed. 


Previous  studies  on  the  behavioral 
effects  of  inter-institutional  reloca- 
tion on  mentally  retarded  subjects 
(Cohen,  Conroy,  Frazer,  Snelbecker  and 
Spreat,  1977;  Weinstock,  Wulkan,  Colon, 
Coleman  and  Goncalves,  1979)  were  con- 
ducted using  indirect  testing  to  assess 
behavioral  changes.   The  Cohen,  et.al. 
study  used  the  Adaptive  Behavior  Scale 
(Nihira,  Foster,  Shellhaas  and  Leland, 
1975)  and  concluded  that  most  of  the 
changes  for  relocated  residents  were 
unfavorable,  especially  for  intermediate 
care  subjects.   The  Weinstock,  et.al. 
study  used  Part  Two  of  the  ABS  and  the 
Progress  Adjustment  Chart  (Gunzburg, 
1969);  the  results  showed  no  statis- 
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tically  significant  differences  between 
the  transfer  group  and  a  matched  control 
group  which  had  remained  in  the  original 
institution. 

The  results  of  both  studies  may  be 
questioned  on  the  basis  of  a  lack  of 
interobserver  reliability.   The  testing 
methods  used  in  both  studies  were  lack- 
ing in  the  control  which  is  necessary  to 
effectively  measure  behavior  change. 

The  present  study  was  designed  to 
evaluate  the  effects  of  relocation  of 
residents  from  one  institution  to  an- 
other.  Direct  observation,  rather  than 
testing,  was  used  to  evaluate  changes  in 
behavior. 

METHOD 

Subjects 

Approximately  eight  years  prior  to  this 
study  there  was  an  administrative  deci- 
sion to  transfer  some  residents  who  were 
living  in  a  1200-bed  institution  for 
mentally  retarded  persons  to  a  smaller 
institution  for  alcohol  and  drug  abuse 
residents.   Living  units  for  the  mental- 
ly retarded  residents  were  established 
at  the  smaller  institution.   Over  the 
next  eight  years,  through  a  process  of 
improvement  and  deinstitutionalization, 
it  was  deemed  appropriate  to  return  the 
residents  to  the  original  institution. 
The  population  of  the  original  institu- 
tion had  been  reduced  to  275,  but  it  was 
still  larger  than  the  alcohol  and  drug 
abuse  institution,  which  had  225  beds. 

Eleven  male  residents  from  the  same 
living  unit  who  were  scheduled  for 
transfer  were  selected  for  this  study. 
They  were  observed  one  to  two  weeks 
before  relocation.   Subsequent  obser- 
vations were  made  one  week  and  five 
months  after  the  transfer.   Two  of  the 
residents  were  placed  in  community  group 
homes  prior  to  the  five-month  observa- 
tion; they  were  dropped  from  the  study. 

The  nine  remaining  residents  ranged  in 
age  from  32  years  to  76  years;  the  mean 
age  was  40.1  years.   Their  functioning 
levels,  according  to  the  ABS  scores, 
were  as  follows:   four  residents  were 
profoundly  retarded,  two  residents  were 
severely  retarded,  two  residents  were 
moderately  retarded,  and  one  resident 
was  evaluated  to  be  of  normal  intel- 
ligence. 


Procedure 

An  adapted  version  of  the  Manifest 
Behavioral  Observation  System  (Cataldo 
and  Risley,  1974)  was  used  in  this 
study.   At  randomly  selected  times,  the 
residents  were  observed  in  fifteen- 
minute  blocks.   There  were  approximately 
25  observations  made  on  Monday  through 
Friday  of  the  data  collection  weeks. 
The  names  of  the  residents  were  written 
on  the  data  form,  and  the  observer  would 
locate  the  first  resident  at  the  beginn- 
ing of  the  selected  time  period  and 
record  the  resident's  behavior.   After 
all  the  residents  had  been  observed  in 
the  order  of  their  names  on  the  data 
sheet,  the  observer  would  wait  until  the 
next  randomly  selected  observation 
period. 

The  data  form  contained  the  following 
categories  of  resident  behaviors: 

Agency  or  Cottage  Program  -  a  regu- 
larly scheduled  training  program 
with  a  specific,  written  target 
behavior 

Vocalization  -  a  vocal  sound,  not 
necessarily  coherent  language 

Language  -  speech,  manual  signing,  or 
the  use  of  language  boards 

Stereotypic  -  non-functional,  repetitive 
behaviors 

Object  Manipulation  -  contact  with  a 
manipulable  object 

Environmental  Engagement  -  in  or  on  a 
non-permanent  object  or  furniture 

Isolated  Active  -  not  in  physical 

contact  with  another  person,  but 
engaged  in  some  type  of  activity 

Isolated  Passive  -  not  in  physical 

contact  with  another  person,  motion- 
less 

Staff  Social  Interaction  -  staff  and 
resident  interacting  with  each 
other 

Peer  Social  Interaction  -  two  or  more 
residents  interacting  with  each 
other 

The  observer  would  mark  a  "+"  under  the 
appropriate  category  if  that  behavior 
was  occurring  and  a  "-"  if  it  was  not. 
In  the  marking  of  more  than  one  category 
was  possible,  such  as  object  manipulation 
and  staff  social  interaction.   If  the 
resident  was  in  an  agency  or  a  cottage 
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program,  that  category  was  marked  with  a 
"+",  but  the  observer  would  mark  no 
other  category. 

At  least  two  interobserver  reliability 
checks  were  taken  during  each  week  of 
observation.   Reliability  was  calculated 
by  dividing  the  number  of  agreements  by 
the  sum  of  agreements  and  non-agreements 
and  multiplying  the  quotient  by  100. 
The  range  of  reliability  scores  was  92% 
to  100%;  the  mean  reliability  was  98.3%. 

RESULTS 


Figure  1  shows  the  change  in  average 
rank  on  some  of  the  behavioral  categories 
measured  in  the  three  observations.   It 
should  be  noted  that  the  changes  after 
relocation  were  positive.   There  were 
increases  in  programs,  vocalization, 
language,  object  manipulation,  environ- 
mental engagement,  and  staff  social 
interaction.   Stereoytpic,  isolated 
active,  and  isolated  passive  behaviors 
decreased.   Peer  social  interaction 
decreased  slightly  after  relocation  and 
then  increased. 


Because  of  the  skewed  distribution  of 
the  data,  the  Friedman  (1937)  two-way 
analysis  of  variance  by  ranks  was  used. 
Each  resident's  data  were  ranked  over 
the  three  observations;  1)  the  lowest 
percentage  of  the  behavior,  2)  the 
middle  percentage,  and  3)  the  highest 
percentage.   Adjustments  by  averaging 
were  made  for  ties  among  percentages. 


DISCUSSION 

The  results  of  this  study  differed  from 
the  expectations  of  the  Cohen,  et.al. 
study;  the  behavior  of  the  residents 
tended  to  improve  immediately  after 
relocation.   These  improvements,  more- 
over, were  underestimated  because  of  a 
limiting  observation  procedure.   That 
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Figure  1.     Mean    rank    of   Manifest   categories    across    observations 
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is,  if  the  resident  was  in  an  agency  or 
cottage  program  at  the  time  of  observa- 
tion, that  category  was  marked,  but  the 
other  categories  were  eliminated  from 
consideration;  the  behavior  during 
programs  was  not  observed.   Recording 
the  residents'  behavior  in  programs 
might  have  resulted  in  higher  percent- 
ages of  vocalization,  language,  object 
manipulation,  environmental  engagement, 
staff  social  interaction,  and  peer 
social  interaction  and  lower  percentages 
of  stereotypic  and  isolated  behaviors. 

This  study  indicates  that  the  mere  act 
of  relocation  does  not  necessarily  lead 
to  a  deterioration  of  behavior  (such  as 
depression  and  physical  illness). 
Rather,  the  quality  of  the  environments 
involved  appear  to  be  of  major  impor- 
tance. 

The  size  of  the  institutions  does  not 
seem  to  be  a  factor.   In  the  Cohen, 
et.al.  study,  the  residents  were  trans- 
ferred from  a  large  to  a  smaller  insti- 
tution, and  the  quality  of  the  residents' 
behavior  deteriorated.   The  residents  in 
this  study  were  transferred  to  a  slight- 
ly larger  institution.   The  changes  in 
the  size  of  the  peer  population,  based 
on  these  two  studies,  as  the  reason  for 
the  residents'  behavior  changes  would  be 
counterintuitive. 

High  staff  expectations,  due  to  the 
training  emphasis  in  the  second  insti- 
tution, may  have  been  a  reason  for  the 
improvement  in  the  residents.   Staff  in 
the  first  institution  did  not  expect 
much  progress  from  the  mentally  retarded 
residents.   The  label,  "mentally  retarded," 
and  the  contrast  in  functioning  level 
between  the  mentally  retarded  persons 
and  the  alcohol  and  drug  abuse  patients 
in  that  institution  may  be  the  reasons 
for  low  expectations.   The  general  lack 
of  an  emphasis  on  training  did  not  give 
the  staff  a  chance  to  observe  the  pro- 
gress that  these  residents  could  have 
made. 

In  contrast,  most  of  the  transferred 
residents  had  higher  functioning  levels 
than  their  peers  in  the  second  institu- 
tion.  The  staff  expected  faster  progress 
from  the  transferred  residents  because 
most  of  the  staff  had  already  observed 

improvements  in  the  lower  functioning 
residents.   The  verbal  skills  of  the 


transferred  residents  were  well  above 
those  of  the  vast  majority  of  their 
peers.   The  staff  enjoyed  conversing 
with  the  transferred  residents  and  may 
have  increased  their  interactions  with 
the  residents  because  of  the  enjoyment 
of  having  residents  who  could  verbally 
respond  during  conversations. 

More  research  is  needed  on  the  effects 
of  relocation  because  of  its  effect  on 
the  deinstitutionalization  movement. 
Past  research,  as  cited  above,  has 
indicated  that  there  is  a  worsening  of 
behavior  after  relocation.   The  present 
pilot  project  showed  improvement.   The 
smaller  number  of  subjects  and  a  weak- 
ness in  the  observation  system,  however, 
handicapped  this  study.   A  larger  study 
designed  to  assess  the  effects  of 
relocation  from  an  institutional  setting 
to  community-based  programs  is  needed. 


NORMALIZATION  AND  ITS  APPLICATION 
IN  AN  INSTITUTIONAL  SETTING 

BY  STAN  VOREYER 

Normalization  is  a  very  tricky  concept. 
At  first  it  seems  quite  simple,  for  "we 
all  know  what's  noirmal";  however,  the 
difficulty  lies  in  the  fact  that  a  "true 
norm"  does  not  exist  —  it  is  merely  a 
statistical  concept  (such  as  an  average 
family  being  3.5  people).   Studies  in 
anthropology  indicate  that  there  are  no 
Ingrained  traits  of  "normal"  behavior. 
Thus,  you  may  be  arrested  for  being  nude 
in  downtown  Boulder,  but  in  New  Guinea 
that  behavior  would  be  quite  acceptable. 
It  is  unlikely  that  you  would  eat  your 
dog  in  the  United  States,  but  if  you 
lived  in  China  you  might.   What  is 
considered  normal  varies  and  not  just 
across  countries  and  cultures,  but  also 
across  localities,  families,  and  the 
individuals  found  within  different 
cultures. 

At  Boulder  River  School  and  Hospital, 
the  backgrounds  of  staff  vary  widely, 
and  so  do  concepts  of  what  is  normal  and 
acceptable  behavior.   Consequently, 
arguments  ensue  as  to  whether  residents 
should  use  a  fork  or  a  spoon  to  eat 
peas,  or  whether  residents  should  place 
their  paper  napkins  on  their  laps  while 
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eating.   Issues  such  as  these  are  not  a 
major  issue  of  normalization;  instead, 
they  represent  opinions  of  individuals 
based  on  their  own  ideas  of  "normal." 
It  is  in  these  intances  that  the  concept 
of  normalization  can  be  abused  —  such 
as  insisting  that  developmentally  dis- 
abled individuals  eat  strictly  by  Amy 
Vanderbilt's  rules  of  etiquette,  keeping 
a  spotlessly  clean  room,  always  being 
polite,  never  becoming  angry,  frustrated 
or  bored,  never  having  any  sexual  feel- 
ings or  attempting  to  satisfy  such 
feelings,  etc.   In  short,  the  abuse  of 
normalization  requires  an  individual  to 
live  some  sort  of  ideal  rather  than  a 
reality. 

In  our  society,  there  is  a  very  large 
range  of  acceptable  behavior  in  such 
areas  as  lifestyles,  religion,  politics, 
and  so  on.   It  is  with  this  large  range 
of  behaviors  that  normalization  should  be 
concerned.   A  person  would  be  considered 
acceptable  at  most  restaurants  whether 
he  ate  his  peas  with  a  fork  or  with  a 
spoon.   It  is  also  likely  that  the  owner 
would  not  require  a  person  to  put  his 
napkin  on  his  lap.   However,  if  a  person 
started  stealing  food  from  other  custom- 
ers' plates,  he  would  probably  be  asked 
to  leave,  as  this  behavior  falls  outside 
the  acceptable  "normal  range."   Being 
able  to  live  within  the  socially  accept- 
ed range  of  behaviors,  so  that  one  may 
maintain  a  reasonable  amount  of  personal 
freedom  and  enjoyment  without  being  put 
away  in  an  institution,  is  a  goal  of 
normalization. 

The  right  of  developmentally  disabled 
individuals  to  learn  appropriate  behav- 
ior and  thus  avoid  being  teased,  ridicu- 
led, embarrassed,  or  shunned  by  others 
in  the  community  is  also  a  goal  of 
normalization.   Developmentally  disabled 
children  have  often  been  denied  the 
socialization  process  that  non-handicap- 
ped children  go  through.   This  process 
is  not  always  pleasant,  particularly 
among  children.   Ridicule  among  adults 
is  usually  more  subtle;  they  may  be 
likely  to  ignore  the  developmentally 
disabled  person,  avoid  him,  and  make 
discreet  faces  at  each  other  whenever 
he's  around.   Being  exposed  to  behavior 
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like  this  would  make  any  person  somewhat 
miserable  and  lonely.   The  development- 
ally  disabled  person  has  feelings  just 
as  the  non-handicapped  person  does,  but 
handicapped  people  often  have  more 
difficulty  knowing  how  and  in  what  way 
to  change  their  behavior  in  order  to 
make  them  feel  more  accepted.   The 
fifty-year-old  man  who  plays  with  toy 
trucks  on  the  sidewalk  in  the  community 
may  endure  taunts,  ridicule,  and  rejec- 
tion by  others  in  the  community.   This 
can  be  a  particularly  frustrating  ex- 
perience if  the  only  behavior  he  knows 
how  to  do  and  have  success  at  is  to  play 
with  trucks.   In  this  regard,  the  nor- 
malization process  is  a  socialization 
process,  in  that  its  goal  is  to  estab- 
lish and  maintain  those  behaviors  that 
will  be  accepted  by  other  people  in  the 
community. 

So,  how  do  we  apply  this  in  an  institu- 
tional setting?   If  a  fifty-year-old  man 
plays  with  trucks  at  an  institution,  it 
is  unlikely  that  he  will  receive  jeers 
and  sneers;  rather,  he  may  be  applauded, 
for  he  is  at  least  involved  in  a  some- 
what constructive  activity.   He  is  not 
sitting  in  a  dayhall  flapping  a  shoe 
string,  screaming,  or  tearing  apart 
furniture.   Normalization  does  not 
simply  require  that  a  person's  behaviors 
fall  into  an  acceptable  "range  of  normality" 
(the  goal  of  normalization);  it  also 
requires  that  a  person's  environment  be 
within  a  "normal"  range  (the  means  of 
reaching  the  goal) . 

What  constitutes  a  "normal  living 
environment"  is  also  a  difficult  thing 
to  define.   In  attempting  a  definition, 
you  might  look  at  your  own  life.   Chances 
are,  you  get  up  in  the  morning,  or  at 
least  sometime  before  you  are  expected 
at  work,  have  a  choice  of  eating  break- 
fast or  not,  and  prepare  to  go.   After 
spending  eight  hours  at  work,  you  might 
choose  to  involve  yourself  in  some  sort 
of  leisure  activity  —  playing  pool  at 
the  bar,  watching  television,  reading  a 
newspaper,  visiting  with  friends,  and  so 
on.   Or  you  might  do  some  house  work  or 
work  on  the  car.   The  point  to  be  made 
is  that  your  life  is  probably  filled 
with  some  sort  of  activity  during  the 
vast  majority  of  your  waking  hours. 
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Even  the  happily  unemployed  usually  busy 
themselves  in  some  way,  perhaps  visiting 
friends  or  hiking  in  the  mountains.   You 
probably  do  not  spend  the  majority  of 
your  life  sitting  in  a  large,  barren 
room  with  nothing  to  do  or  nothing 
available  that  you  are  capable  of  doing. 
In  this  latter  setting,  a  normal  behav- 
ior may  very  well  be  a  stereotypic  type 
of  behavior,  such  as  flapping  a  shoe 
string  or  tearing  up  furniture. 

To  create  a  normal  living  environment, 
Boulder  River  School  and  Hospital  must 
try  to  fill  a  resident's  day  with  a 
variety  of  activities.   Large  portions 
of  the  day  should  be  spent  outside  the 
cottage.   Opportunities  to  sleep  in  and 
to  spend  a  "lazy  day"  should  also  be 
available.   Time  should  be  allotted  for 
trips  out  of  town,  going  to  dances, 
movies,  and  other  activities.   Boulder 
River  School  and  Hospital  has  accomp- 
lished much  in  this  direction.   However, 
there  still  exist  hours  when  residents 
are  not  actively  engaged  in  normal 
activities.   During  these  times,  stereo- 
typic behaviors  may  be  considered  more 
normal  than  abnormal;  they  perhaps  can 
be  seen  as  a  person's  attempt  to  be 
engaged  in  something  —  anything. 
Before  we  arbitrarily  take  away  resi- 
dents' trucks,  balls,  and  shoe  strings, 
we  must  first  provide  opportunities  for 
acceptable,  alternative  behaviors  for 
them  to  engage  in.   Before  we  attempt  to 
"mold"  a  person's  behavior  into  an 
acceptable  range,  we  must  first  mold  the 
environment  into  an  acceptable  range. 
Once  we  do  this,  many  unacceptable 
behaviors  vjill  change  without  the  need 
for  specific  intervention. 

Unfortunately,  an  institution,  being 
outside  the  community,  can  never  quite 
become  a  "normal  environment."   Institu- 
tional buildings,  daily  schedules,  and 
the  lack  of  privacy,  to  name  a  few,  are 
major  obstacles  to  normalization.   We 
must  make  many  unfortunate  compromises, 
but  this  should  not  stop  us  from  striv- 
ing for  as  normal  an  environment  as  we 
can  possibly  provide.   In  doing  so, 
together  with  the  use  of  consistent 
training  techniques,  we  can  increase 
acceptable,  age-appropriate  behaviors  of 
the  residents  and  hopefully  increase 


their  chances  for  community  placement 
and  successful  habilitation. 

SEX  EDUCATION  FOR  THE  MENTALLY 
RETARDED 

BY  SUZANNE  B.  DOUGHERTY 


Much  has  been  done  for  the  retarded 
population  in  the  last  two  decades. 
Many  who  are  living  in  institutions  are 
now  living  independently  or  in  sheltered 
situations  in  their  communities.   The 
key  to  the  movement  to  deinstitutional- 
ization has  been  the  consideration  of 
the  human  rights  of  the  retarded.   With 
this  consideration  has  come  a  more  open 
and  humane  understanding  of  the  sexual- 
ity of  the  mentally  retarded  individual 
by  those  directly  involved  with  this 
population,  if  not  yet  by  the  general 
public.   Sex  education  classes  for  EMR 
and  TMR  individuals  are  becoming  more 
and  more  common,  however,  those  who 
remain  in  state  and  private  institutions 
have  for  the  most  part  yet  to  be  offered 
formal  sex  education. 

Sex  education  for  the  retarded  has  in 
the  past  been  ignored,  considered 
inappropriate,  or  actively  opposed.   It 
is  a  controversial  topic  with  regard  to 
normal  people,  and  is  even  more  contro- 
versial when  the  students  are  retarded. 
A  common  myth  about  the  retarded  has 
characterized  them  as  "sub-human,"  clo- 
ser in  nature  to  animals  than  to  human 
beings,  while  a  second  and  contradictory 
myth  depicts  the  retarded  as  the  "eternal 
child,"  innocent  and  asexual.   A  third, 
more  recent  view  of  the  retarded  is  that 
of  the  "developing  person,"  one  who  is 
more  like  than  unlike  his  normal  counter- 
part (Morgenstern,  1973). 

Teaching  sex  education  to  the  mentally 
handicapped  has  been  objected  to  by  some 
parents,  educators  and  administrators 
who  are  afraid  that  it  would  increase 
sexual  behavior.   Many  don't  realize 
that  sex  education  is  more  than  lessons 
on  how  to  have  sex  (Attwell  and  Jamison, 
1977).   In  many  institutions  the  phil- 
osophy of  the  staff  has  been  against  sex 
education,  and  occasional  outspoken 
opponents  of  sex  education  have  discour- 
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aged  others  from  establishing  programs. 
There  are  people  who  believe  that  sexual 
expression  outside  of  marriage  is  wrong 
and  since  some  residents  are  not  capable 
of  a  marriage  relationship,  they  should 
not  be  encouraged  in  any  way  to  know 
about  or  to  express  their  sexuality. 

The  controversial  nature  of  the  general 
topic  of  sex  education  is  often  combined 
with  fear  of  the  "otherness"  of  the 
retarded,  fear  for  one's  job,  fear  of 
embarrassment.   This  has  made  and  will 
make  the  position  of  the  advocate  of  sex 
education  for  the  retarded  a  difficult 
one  to  maintain.   On  the  other  hand, 
there  are  many  arguments  for  the  value 
of  sex  education  for  retarded  individuals, 
whatever  the  level  their  handicap. 
Winifred  Kempton  (1975)  believes  that 
they  need  sex  education  more  than  do 
their  normal  peers,  since  it  is  often 
"difficult  for  them  to  aquire  knowledge 
of  and  develop  healthy  attitudes  of 
their  own  sexuality."  She  also  points 
out  that  mentally  retarded  individuals 
are  especially  vulnerable  to  sexual 
exploitation. 

The  mentally  retarded,  like  all  human 
beings,  have  certain  basic  rights.   The 
concept  of  normalization  covers  many  of 
these  rights,  meaning  that  the  handicap- 
ped have  the  right  to  lead  as  nearly 
normal  lives  as  possible.   They  need,  as 
you  and  I  do,  "a  friend,  some  warmth, 
approval,  affection,  dignity,  social 
outlets,  and  sexual  satisfaction." 
(Edwards,  1976).   Other  reasons  for 
teaching  sex  education  to  the  retarded 
include  the  need  to  educate  formerly 
institutionalized  individuals  now 
residing  in  the  community  appropriate 
sociosexual  behaviors,  the  need  to  teach 
them  to  avoid  contacting  and  spreading 
venereal  diseases,  and  the  need  to 
prevent  unwanted  pregnancies.   In  addi- 
tion to  these  factors,  Kempton  (1975) 
points  out: 

1.  Withholding  information  about 
sexuality  from  a  person  does  not  deter 
him  or  her  from  participating  in  sex. 

2.  Sex  education  does  not  stimulate 
or  motivate  students  into  sexual  ac- 
tivity.  Often,  in  fact,  a  clear  under- 
standing of  sexual  feelings  will  mean 
the  ability  to  control  them  and  may 
prevent  grief  for  oneself  and  others. 
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3.   Sex  education  cannot  be  premature. 
If  the  material  is  too  complicated  or 
advanced  for  the  child's  understanding, 
it  will  be  boring  and  the  child  will  not 
listen. 

Expressing  the  above  arguments  and 
considerations  to  all  concerned  (eg. 
parents,  direct  care  staff,  adminis- 
trators, educators  and  service  personal) 
is  highly  adviseable  in  establishing  a 
sex  education  program,  as  many  possible 
objections  and  fears  will  be  quieted. 

Sex  education  is  taught  at  three 
levels:   through  an  exposure  from  birth 
to  death  to  one's  environment,  through 
on  the  spot  situations  that  can  occur 
between  any  pair  or  group  of  human 
beings,  and  through  formal  classroom 
instruction,  training,  or  counseling. 
The  information  concerns  the  physio- 
logical aspects  of  reproduction,  feel- 
ings between  people,  the  understanding 
of  the  impulses  that  go  with  them,  and 
the  development  of  a  sexual  identity. 
It  includes,  but  is  far  more  than, 
answering  questions  like  "where  do 
babies  come  from"  and  "how  do  you  make 
love".   It  deals  with  other  questions 
like  "why  don't  girls  talk  to  me"  and 
"why  are  people  upset  when  I  hug  them." 

Institutions  have  special  problems  in 
teaching  sex  education,  especially  at 
the  environmental  level.   Frequent 
turnover  in  staff  means  for  many  insti- 
tutionalized individuals  there  are  no 
consistent  parent  figures  or  long-term 
normal  friends.   Different  staff  work  in 
the  mornings  and  in  the  evenings  and 
have  different  attitudes  and  ways  of 
dealing  with  sociosexual  behaviors. 
Privacy  is  usually  at  a  minimum,  which 
restricts  the  resident's  opportunity  for 
appropriate  sexual  behavior.   Other 
problems  inherent  in  institutions,  such 
as  separately  controlled  service  and 
support  areas,  add  to  the  problem. 

I  would  like  to  suggest  a  way  to  give 
all  institutional  residents  a  chance  to 
receive  a  supportive,  non-judgmental, 
and  consistent  sex  education.   The  first 
step  is  to  set  up  a  committee  with 
representatives  from  all  areas  of  the 
institution  to  form  a  set  of  goals  for 
teaching  sex  education  and  a  policy 
involving  the  attitudes  that  are  to  be 
conveyed.   This  committee  could  hire  a 
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consultant  or  designate  a  qualifed  staff 
member  to  do  a  workshop  on  sex  education 
for  the  institutionalized  retarded.   The 
second  step  would  involve  passing  this 
information  down  to  all  workers  who  deal 
with  the  residents  through  in-service 
training  sessions.   The  third  step  would 
be  to  select  individuals,  either  special 
educators  or  other  qualified  personal, 
to  do  formal  classroom  training  for 
residents  whose  first  priorities  include 
formal  sex  education.   A  sex  education 
teacher  needs  to  be  familiar  with  the 
basic  facts  regarding  reproduction, 
venereal  disease,  personal  hygiene, 
menstruation,  sexual  intercourse,  mas- 
turbation, nocturnal  emissions,  homo- 
sexuality, contraception,  sterilization, 
marriage  and  rearing  of  children,  as 
well  as  a  whole  array  of  acceptable 
social  behaviors.   The  teacher  should  be 
familiar  with  the  limitations  of  his  or 
her  students  and  believe  in  their  poten- 
tial learning.   He  or  she  should  be 
familiar  with  the  teaching  aids  appro- 
priate to  the  level  of  the  students,  and 
techniques  for  teaching  that  they  will 
understand.   The  teacher  should  also  be 
aware  of  helpful  resources  in  the  com- 
munity and  how  to  utilize  them.   The 
teacher  must  be,  above  all,  comfortable 
with  his  or  her  own  sexuality,  able  to 
cope  with  any  kind  of  question  or  term- 
inology that  comes  up,  and  able  to 
discuss  the  above  topics  in  a  non- 
judgmental  and  honest  fashion. 

What  should  be  taught?  At  the  cottage 
or  residential  unit  level,  I  recommend 
Sol  Gordon's  list  of  points  for  consid- 
eration: 

1.  Masturbation  is  a  normal  sexual 
expression  no  matter  how  frequently  it 
is  done  and  at  what  age.   It  becomes  a 
compulsive  self-destructive  form  of 
behavior  largely  as  a  result  of  sup- 
pression, punishment  and  resulting  in 
feelings  of  guilt. 

2.  All  direct  sexual  behavior  invol- 
ving the  genitals  should  take  place  in 
privacy.   However,  since  institutions 
for  the  retarded  are  not  designed  to 
insure  privacy,  the  definition  of  what 
consitutes  privacy  in  an  institution 
must  be  very  liberal. 


3.  Any  time  a  girl  and  boy  who  are 
physically  mature  have  sexual  relations, 
they  risk  pregnancy. 

4.  Unless  both  members  of  a  hetero- 
sexual couple  clearly  want  to  have  a 
baby  and  understand  the  responsibilities 
involved  in  child  rearing,  they  should 
use  an  effective  method  of  birth  control. 

5.  Until  a  person  is  about  eighteen 
years  old,  the  society  holds  that  he  or 
she  should  not  have  intercourse.   After 
that  age,  the  person  can  decide  for 
himself. 

6.  Adults  should  not  be  permitted  to 
use  children  sexually. 

7.  The  only  way  to  discourange 
homosexual  expression  is  to  risk  hetero- 
sexual expression. 

8.  In  the  final  analysis,  sexual 
behavior  between  consenting  adults 
(regardless  of  their  mental  age  and  of 
whether  their  behavior  is  homosexual  or 
heterosexual)  should  be  no  one  else's 
business,  providing  there  is  little 
chance  of  bringing  an  unwanted  child 
into  the  world. 

A  formal  sex  education  teacher  needs  a 
series  of  overlapping  curricula  in  order 
to  deal  with  the  different  levels  of 
retardation.   With  masturbation,  for 
example,  one  might  deal  at  the  most 
basic  level  by  teaching  the  student  to 
masturbate  in  private,  to  clean  himself 
up  afterwards,  and  not  to  masturbate  so 
much  as  to  cause  irritation  or  bleeding. 
At  the  biological  level,  the  teacher 
could  explain  where  the  semen  comes 
from;  at  the  emotional  level  could 
indicate  that  it's  okay,  that  it  feels 
good,  and  that  most  people  do  it;  and  at 
the  final  level,  that  solo  or  mutual 
homosexual  masturbation  never  results  in 
babies,  but  during  mutual  heterosexual 
masturbation,  there  is  a  risk  of  preg- 
nancy . 

The  curricula  and  methods  used  will 
vary  considerably  according  to  whether 
the  teacher  is  working  in  a  one-to-one 
or  a  group  situation  and  upon  the  level 
of  retardation  of  the  person  or  persons 
in  the  class.   There  are  some  important 
guidelines  to  remember  in  deciding  on 
curriculum,  teaching  techniques  and 
teaching  aids.   One  is  to  be  graphic. 
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using  models,  clear  drawings,  and 
photographs.   A  second  guideline  is  to 
teach  one  thing  at  a  time,  repeat  it 
often,  and  have  the  students,  if  pos- 
sible, repeat  the  information  back  to 
you.   A  third  guideline  is  to  draw  out 
as  much  as  possible  from  the  students, 
rather  than  just  presenting  all  the 
information.   Even  with  non-verbal 
students,  the  teacher  can  have  them 
point  to  pictures  or  indicate  yes  or  no 
in  response  to  simple  questions.   The 
topics  listed  above  as  competency  areas 
for  the  teacher  can  be  used  as  a  general 
guide  for  topics  to  be  covered;  however, 
it  is  important  to  remain  flexible  in 
responses  to  the  interests  and  needs  of 
the  students.   It  would  be  a  mistake  to 
insist  on  teaching  about  menstruation  if 
a  student  asks  questions  about  love 
making  or  how  to  act  at  a  dance. 

At  present  there  are  many  materials  and 
sources  of  Information  available  for 
teaching  sex  education  to  the  EMR. 
There  is  much  less  for  the  TMR  and  very 
little  for  the  severely  and  profoundly 
handicapped.   I  strongly  recommend  and 
support  research  and  development  of 
materials  and  programs  for  teaching  sex 
education  to  this  population.   This  can 
be  carried  out  at  every  level  of  special 
education.   I  urge  the  classroom  teacher 
and  trainers  of  severely  and  profoundly 
retarded  students  to  record  and  publish 
their  findings  through  whatever  vehicles 
are  available:   journals,  newsletters, 
papers  at  conferences  and  conventions, 
and  in-service  training  classes. 

In  conclusion,  I  would  like  to  reiter- 
ate that  if  the  principle  of  normal- 
ization and  insuring  the  human  rights  of 
the  retarded  are  to  be  paid  more  than 
lip  service,  both  the  people  involved 
with  the  mentally  handicapped  and  the 
wider  community  must  learn  to  accept  the 
retarded  as  sexual  beings,  to  nurture 
and  support  each  individual's  discovery 
and  expression  of  her  or  his  sexual 
identity,  to  provide  information  about 
sociosexual  processes,  and  to  enable,  as 
far  as  it  is  possible,  each  individual 
to  live  as  full  and  normal  a  sexual  life 
as  that  individual  wants  and  needs. 

(A  list  of  curricula,  teacher  guides, 
films,  slides,  books  and  articles 
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relevant  to  sex  education  for  the 
mentally  retarded  is  available  on 
request  from  the  author  by  writing  to 
Suzanne  B.  Dougherty,  Education  Depart- 
ment, Boulder  River  School  &  Hospital, 
Boulder,  MT,  59632.) 

TflERE'S  MORE  WHERE  THAT  CAME 
FROM 

The  Boulder  Training  Center  has  re- 
cently completed  the  second  editing  and 
printing  of  the  third  edition  of  The 
Boulder  Training  Model.   The  first 
printing  of  this  166-page  manual  for 
training  the  severely  and  profoundly 
handicapped  has  been  widely  distributed 
in  many  states  and  Canada  since  its 
publication  in  August,  1978,  and  the 
second  printing  was  run  to  keep  up  with 
requests  for  the  booklet. 

The  manual  covers  a  variety  of  topics 
related  to  data-based  training  for 
establishing  and  increasing  adaptive 
skills  as  well  as  for  reducing  mala- 
daptive behaviors.   The  material  is 
presented  in  an  easily  readable  style 
and  is  supplemented  by  numerous  cartoons 
and  other  graphic  presentations. 

The  Boulder  Training  Model  is  primarily 
intended  for  use  at  BRS&H  in  the  Boulder 
Training  Center  classes  and  as  a  refer- 


Vol.  7,  No.  1 


September,  1979 


Published  by  the  Habilltation  Department 
Boulder  River  School  and  Hospital 
Boulder,  MT   59632 

Superintendent  Richard  Heard 

Habilltation  Dept.  Dir. .  .  Timothy  Plaska 

Editors John  Moore 

Timothy  Plaska 

Graphics John  Moore 

Production  Mike  Myrhow 

Typing  Word  Processing 

The  Boulder  Behaviorist  is  a  periodic 
publication  of  the  Habilltation  Depart- 
ment at  BRS&H.  We  invite  interested  indi- 
viduals to  submit  articles  describing  the 
use  of  applied  behavior  analysis  with  de- 
velopmentally  disabled  populations.  The 
right  to  edit  all  material  is  reserved  by 

the  editors. 

page  11 


ence  for  training  personnel.   However, 
the  adaptability  and  utility  of  the 
information  is  evidenced  by  the  use  of 
the  manual  in  many  training  and  academic 
programs. 

Copies  of  the  manual  may  be  obtained  by 
writing  to  Mary  Tillema,  Director  of 
the  BTC,  Staff  Development  Department, 
Boulder  River  School  and  Hospital, 
Boulder,  Montana  59632.   In  order  to 
recover  printing  and  mailing  costs, 
$2.50  is  asked  in  advance  for  each  copy. 
Checks  should  be  made  payable  to  Boulder 
River  School  and  Hospital. 


"He's  been  reading  The  Boulder      j^ 
Training  Model  aRaln!"     i^   \ 
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